The objective of this project was to examine the determinants of diet-related behaviors and the influences of the environment that drive food choices among Hispanic adults in South Carolina. A series of focus-group interviews found barriers to healthy eating, including limited availability of specific foods, insufficient time, and lack of cooking skills. Participants mentioned the need for education related to portion control, illness prevention, weight control, healthy foods, foods appropriate for children, and reading food labels. Motivators included risk awareness, advice from physicians, family help, and education. These findings provide a basis for developing nutrition education interventions that target Hispanic adults.
new settlement areas for Hispanics seeking jobs. Factors such as overcrowding in traditional settlement areas, competition over jobs, and difficulty finding affordable housing have made states like Georgia, North Carolina, and South Carolina attractive to migrants. 3, 4 These changes in the population have created needs in all areas. Nutrition and other healthrelated issues are no exception. Researchers in traditional settlement places have been able to elucidate the local and regional needs of the Hispanic population; however, minimal nutrition-related research has been conducted with new-settlement migrants.
According to the 1997-2005 National Health Interview Survey, the most prevalent chronic conditions for this group are heart diseases, certain types of cancer, and diabetes. 5 Findings from the San Antonio Heart Study indicate that Mexican Americans are at higher 47 
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risk of all-cause, cardiovascular, and coronary heart disease mortality than non-Hispanic whites. 6 After adjusting for age, Mexican Americans and Puerto Ricans are more likely than nonHispanic whites to develop diabetes. 7 In addition, results from 2003-2004 National Health and Nutrition Examination Survey estimated that 75.8% of Mexican Americans, 20 years or older, are either overweight or obese. 8 Analyses taking birthplace into account have found that US-born Mexican Americans have higher body mass index and waist circumferences as well as higher levels of cardiovascular and obesity risk, than their foreign-born counterparts. [9] [10] [11] [12] [13] Dietary acculturation increases the risk of chronic diseases. Studies have documented an association between length of residency in the United States and increasing cardiovascular disease and obesity risk factors. [13] [14] [15] [16] [17] However, an opposite association was found among labor camp workers, which found that age was the only factor associated with obesity. 14 Another study found that after controlling for socioeconomic variables, Mexican Americans who ate a traditional Mexican diet had higher body mass index, waist circumference, and calorie and cholesterol intakes than those following a nontraditional diet. 15 Hispanics living in South Carolina are mainly foreign born (57%), to a certain extent young (average age 27 years), and mostly from Mexico. 16, 17 The prevalence of obesity has increased sharply in Mexico and other Latin American countries, and in some countries, including Mexico, the rates are comparable with that in the United States. [18] [19] [20] Obesity in the United States is increasing and is higher in Hispanics than in non-Hispanic whites. 8 Conditions such as diabetes, heart disease, and obesity are associated with increased medical expenses, disabilities, loss of work, and in some cases premature death; however, these could be reduced or avoided through healthier diets. 21 Given the strong association of these diseases with dietary patterns and food choices, coupled with the ever-increasing Hispanic population in the United States, this is an important group to target for health promotion interventions. 1, 22 Among the most significant modifiable risk factors for Hispanics are dietary patterns and physical activity. 23 Nutrition education interventions have been shown to help improve diet, reduce weight, and change behaviors leading to healthier lifestyles. [24] [25] [26] Yet, Hispanics have expressed a need for more targeted nutrition education interventions, emphasizing that an effective education intervention must take into account the social, cultural, economic, and environmental factors of the target audience. [27] [28] [29] [30] [31] [32] [33] [34] [35] [36] [37] [38] [39] Earlier studies have identified specific barriers that impede the adoption of healthier diets. Among these barriers are income and educational level; attitudes, traditions, and beliefs; time constraints; lack of family support; lack of awareness and knowledge about healthy eating; and lack of skills on how to cook healthier meals. [39] [40] [41] [42] [43] Positive incentives to promote healthy eating included having family support, being a good role model for children, feeling better, the desire to lose weight, suffering from a disease (diabetes or cardiovascular disease), and stress release. [39] [40] [41] [42] [43] Behaviors and attitudes toward healthy eating are influenced by current dietary habits, degree of health-related risk, geographic location, and ethnicity. The purpose of this project was to assess the determinants of diet-related behaviors and the influencers that drive food choices among Hispanics living in South Carolina. Findings from this project will guide the design of culturally compatible nutrition education materials and interventions that focuses on creating strategies to promote healthy eating. The framework was based on PRECEDE-PROCEED, a model for planning health educational interventions, and the social cognitive theory (SCT).
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DESCRIPTION OF THE FOCUS GROUPS
All procedures were approved by the Clemson University institutional review board. Following methodology set out by Krueger, 45 Predisposing, Enabling, and Reinforcing Factors Toward Food Choices 49 7 focus group interviews were conducted in different locations across 5 counties in South Carolina over a 6-month period. The number of focus group interviews conducted per county was as follows: Greenville (1), Beaufort (2), Saluda (1), Florence (1), and Oconee (2). The interviews were conducted in Spanish and tape recorded following a script of open-ended questions with probes (Table 1) . Two moderators whose first language was Spanish and who had extensive focus group, food science, and nutrition experience, conducted all focus group interviews.
Before starting the focus groups, participants were required to sign an informed consent form. During each group discussion, culturally compatible analogies and examples were used to explain the mechanics of the focus groups. An ice-breaker question was used to make participants feel comfortable with the moderators and to promote participation during the discussion. The assistant moderator took field notes during the interviews and recorded main points. Each focus group lasted between 1 1 / 2 and 2 hours. Collection of demographic information occurred following each focus group and each participant received $25.
The script used during the focus group interviews was developed on the basis of the PRECEDE-PROCEED model and social cognitive theory; this script was subsequently pilot tested with a sample of 6 Hispanic women. Because the responses from the pilot group were similar to the responses from the subsequent focus groups, the pilot-testing focus group responses were also included in the analysis. By the seventh focus group, no new information was gathered in any of the main topics. Thus, the point of saturation had been reached, indicating an adequate sample size, and sampling was halted. 45 
POPULATION SAMPLING
The criteria for participation in this project were to be Hispanic, 18 years or older, and to be living in South Carolina. Participants were recruited from the upstate, the midlands, and the coastal regions of South Carolina. Formal contact was established with management or service providers who worked with Hispanics, including, but not limited to, predominately Hispanic-populated apartment complexes, churches catering to the Hispanic population, a Head Start program, The Latin American Consortium of South Carolina, a Hispanic store, and 2 centers that offered English as a Second Language (ESL) classes. Staff members in these locations received a detailed explanation of the project, including the survey instruments and commitment involved. The project participants were not required to be users of services or participants in programs offered by these agencies. They were recruited via follow-up telephone communication, flyers, or in-person contact. Some participants invited researchers to conduct focus groups in their homes and invited other friends to join the sessions.
ANALYSIS OF DATA
Demographic data were analyzed using the Statistical Package for Social Sciences for Windows, Version 15 (SPSS Inc, Chicago, Illinois). Focus group discussions were audio taped and transcribed verbatim and analyzed in Spanish. Transcripts were then imported into NUD * IST Vivo 7 (NVivo, QSR International Pty Ltd, Melbourne, Australia) for coding. All data were subjected to a systematic review process. First, pairs of coders independently read all transcripts to determine general themes. Then, the pairs met to discuss and reconcile differences in themes identified before coding. Next, one of the coders assigned codes to text in the transcripts with NVivo while the other manually coded transcripts; afterward, the coded transcripts were again compared and reconciled. Subsequently, reoccurring commonalities were identified in all 7 focus groups. Finally, the resulting themes were translated into English. 
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FINDINGS
Fifty-five Hispanic men and women, 18 years and older, comprised the 7 focus groups, with 6 to 10 participants in each group. Of the 55 participants, 2 did not complete the demographic survey. Seventy-one percent were women and more than half (72.4%) had emigrated from Mexico, although other countries such as Costa Rica (5.6%), Puerto Rico (3.7%), Panama (3.7%), Honduras (3.7%), Argentina (3.7%), El Salvador (1.8%), Venezuela (1.8%), Ecuador (1.8%), and Guatemala (1.8%) were also represented. Participants from Mexico came from central or southern states such as Veracruz, Guanajuato, Hidalgo, and Oaxaca; there were no participants from an indigenous group, nor were there any self-identified migrant farm workers. This sample is an approximate representation of the South Carolina Hispanic population as reported in other studies. 17 All participants were immigrants who had settled in South Carolina, on average, for 3.59 years and 8.31 years in the United States. The ages of the participants ranged from 18 to 68 years and the mean age was 34.13 years. More than three-fourths (76.5%) had 12 years or less of education and 73% earned $15 000 to $25 000 annually. The average number of people living in the same household was 4.73. Sixty-two percent reported speaking only Spanish; of those who reported speaking English, only 25% said that they spoke English well. Table 2 summarizes major themes identified in the participants' responses, grouped according to the model's classification of predisposing, reinforcing, and enabling factors.
PREDISPOSING FACTORS Favorite foods and food choices
Food choices were frequently based-at least in part-on what others in their household wanted to eat, but the main choice was traditional foods. Other factors included availability of foods at home, variety during the week, and attempts to make healthy choices.
Food choices of employed participants were based on (1) where they were working on that day or at the time and (2) 
Knowledge
Most participants perceived that food is nutritious if it has nutrients (vitamins or minerals) or if it is natural. Few participants discussed fiber or antioxidants or how food is cooked as characteristics that make food nutritious. Participants never mentioned that food may be nutritive if it is low in fat. When asked to name healthy foods, they mainly mentioned foods in their natural form and those low in fat.
Beliefs and/or perceptions
Foods considered "American" included mashed potatoes, hamburgers, macaroni and cheese, sandwiches, pizza, hot dogs, salads, steaks, pasta, fried chicken, and fast food. The consensus among participants seemed to be that "American foods" are less nutritive (compared with foods from their home countries) and make them fat or have a lot of fat: (Hispanics) get fat from the food you have here, it only makes you get fat but you do not feel strong.
Participants clearly indicated the perception that the Hispanic community was not healthy: "We are used to consuming primarily only food that makes you fat, no? Taquitos, quesadillas, soups and these are indeed not good food; afterwards, our state of health is bad." Participants believed that the main 
Lack of transportation (7) Time (5) Time ( health problems facing Hispanics were obesity and diabetes.
ENABLING FACTORS Barriers
The barriers affecting food choices, noted most frequently among participants, were availability of the specific food here in the United States, time, and lack of cooking skills: Male participants cited living with others as one of the factors that affected what they eat. Men working in the hospitality and construction industries, who shared housing and food with other men, indicated that sometimes it is hard to agree about what to buy and eat. This might be due to the fact that men who share housing come from different parts of Mexico, where people have different food choices; this issue can become even greater when men coming from different Latin American countries share housing with people from Mexico: Mexican men want to put pepper on everything! Men also stated that sometimes they just hire someone, usually women from their community, to cook for them; in such cases, the cook may decide what to serve for either lunch or dinner.
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One significant problem related to buying food was lack of transportation, particularly during the initial months upon arrival in the United States.
Other barrier they discussed was the inability to speak English. Participants also indicated that price comparison (home country vs the United States) was a common practice when buying fresh foods, such as red meat, fruits, and vegetables (no other foods were mentioned). They expressed that those foods are more expensive here (in the United States), and therefore, price became a barrier to choosing them. However, they also mentioned that comparing food prices is an activity conducted mostly when they first moved to the United States and decreased over time.
Participants also mentioned that smoking, taking alcohol, and drug intake were among some of the health factors that kept people in their community from eating healthy foods. According to participants, such conditions were most common among men living alone (without their families), especially young men or single men. These concerns were largely expressed by participants who lived in counties where the hospitality and construction industries are a major source of employment.
Other barriers included lack of cooking skills and contradictions or confusion due to conflicting messages: "I have a lot of diet books and recipes, but there are some books that contradict each other, one book says something against some food and then the other one says the opposite and then sometimes you don't know."
Dietary acculturation
Participants expressed eating fewer traditional foods from their home country, such as beans, fruits, vegetables, rice, and traditional dishes. They were reluctant to incorporate new foods into their diets because either it was a new food for them (they were not aware of the food before) or they could not afford it in their home country.
They also reported engaging in less physical activity since coming to the United States. However, this issue was cited only by women: "[In Mexico] you go to the supermarket and . . . I forgot the tortillas! And you go back and . . . I forgot the cilantro! . . . And you go and come back and there is also easier because convenience stores are located on the corners [of the blocks] and they sell everything so you can go there. And here it's always more difficult because you have to drive."
Educational needs
Education about cooking healthy and portion control was identified as an important need. Participants agreed that information related to healthy foods and meals for children, the benefits of certain foods, how to read labels, and the relationship between food and illness prevention was needed. Preferred formats for delivery of nutrition information were workshops or talks. For participants with busy schedules and long days of work, receiving information through TV programs, videos, or mail was preferable. According to participants, educational programs should be scheduled at convenient times (mornings for stay-at-home mothers and evenings and weekends for people who work) and should be advertised through churches, radio, flyers, newspapers, and children's schools. In addition, transportation should be provided, if available, and instructors should be patient.
Sources of current nutrition education were primarily friends or relatives, as well as TV programs on some of the channels available in Spanish. Other sources included Spanish books and magazines. Some participants also stated that they received information from the school; however, it should be noted that they were referring to schools in their home country. Additional resources were doctors' offices, programs such as Women, Infants & Children (WIC), and the Internet. Some of the women commented that most of the written information provided by WIC was in English, making it difficult for them to understand. In addition, educational videos were also predominantly in English; and after watching the videos, they could not clarify the information or ask questions because of communication/language barriers between the women and the WIC staff.
Motivators
According to participants, the most compelling reason for incorporating healthier eating was the risk of illness, although they did not indicate a specific illness or disease: "I think that unfortunately it's always when something happens, isn't it? When you are told 'you have diabetes' or when you are told 'you have cholesterol' or you suffered a heart attack, well in my case it is the lack of discipline, it's something that you have to do now, at this age, I said, I think everyone knows what we should do; unfortunately we always wait until something happens."
Additional motivators mentioned included receiving education related to nutrition, doctor's advice, family help (in the case of women), and the ability to notice results (eg, feel better or lose weight).
REINFORCING FACTORS
Reinforcing factors to promote healthier eating included providing participants with traditional recipes that taste good, are not expensive, and are easy to prepare; these were some of the characteristics participants indicated for determining which foods to prepare on a daily basis. Moreover, participants felt that having someone with knowledge and understanding of their culture may enable them to communicate with the educator more effectively when they have questions. Having an educator/motivator available may support them in maintaining any changes they are willing to undertake. Finally, healthy eating can be reinforced once they feel better or see results, as indicated by one participant. For women with families, help from their husbands and friends is crucial for maintaining any healthy changes.
DISCUSSION
This qualitative project extends what is known about beliefs, attitudes, perceived barriers, and enablers of healthy eating among Hispanics. Few studies have explored the factors influencing food choices of Hispanic immigrants in new settlement areas such as South Carolina. Having a broad understanding of these factors may aid in the development and implementation of culturally appropriate nutrition education programs tailored for this minority group. The high prevalence of diet-related diseases among Hispanics clearly suggests a need for change in their dietary patterns. [5] [6] [7] [8] There are numerous language and educational barriers for program participation. This is especially true for the receipt of preventative-care information and interventions for preventing diseases such as obesity, and some service providers in these new settlement areas are not perceived to be prepared to deal with this clientele. This might not be due to a lack of willingness to work with this audience but to language barriers, resistance to change, fear of additional workload, and lack of cultural competence. These factors can decrease the participation of this target audience in nutrition education programs. These findings demonstrate that some of the factors affecting food choices and healthy eating are not much different than those factors affecting other Hispanics in the United States, and that have been reported by others. [39] [40] [41] [42] [43] 46 Nutrition education interventions that target this audience are needed. These interventions must employ comprehensive strategies focusing on patterns of food purchasing, preparation and consumption, and the interrelationships of nutrition, health, and physical activity. As with all populations, these strategies should be culturally sensitive, economically appropriate, and integrated into family and community structures. 26, 39, 47 This project may provide some useful information for tailoring programs to cater to this population.
Predisposing factors
Factors such as availability, accessibility, family preferences, and health considerations influenced participants' food choices; budget and time demands appeared to be strong influencers in the selection of foods. Earlier research found similar results. [39] [40] [41] 43, 46 However, 2 "new" themes were revealed in this project: (1) participants stated that they were already trying to make healthy choices, and (2) food choices were based on length of time living in the United States. The intention to adopt healthy eating behaviors might be present in some of the participants but it is not clear whether they have the skills to accomplish a change in their dietary patterns. Previous research has found that the diets of less acculturated Hispanics tend to be healthier than among those who are more acculturated. 27, 28, 30, 35, 37, 39 Education about health consequences of eating fast-food meals or foods perceived as "American foods," which become more frequently consumed as time passes, appeared to be relevant for this population. Participants' beliefs about "American foods" were clearly negative in regard to nutritional aspects and echoed other studies of Hispanics and African Americans with similar findings. 39, 46, 48 One possible explanation for consuming fast food, despite strong negative beliefs about this "American" food, is that it is convenient and highly accessible-2 factors that are important to this population group. [39] [40] [41] [42] [43] [44] [45] [46] Participants believed that the Hispanic community is not healthy; in fact, in this project, only 1 group mentioned that the community was healthy, and these comments were made exclusively by men. Research has found that women are more likely than men to be aware of the health benefits of foods and nutrients; in addition, women are more likely to follow health news in the media. 49 However, since participants cited men's food preferences as influencing family food choices, interventions involving men, or the entire family, may be appropriate for this population.
Enabling factors
Participants' discussions revealed several barriers; they pointed to a lack of time to cook healthier food, high prices of healthy food, income, transportation, lack of cooking skills, language barriers, lack of availability of preferred foods, lack of support of the family, contradictions due to conflicting messages, and the need to share the house with other persons (in the case of men). Earlier research noted similar findings. [39] [40] [41] 43, 48, 50 It is well documented that Hispanics' diet quality decreases during the acculturation process. 27, 28, 30, 35, 37, 38 The current project sought to understand environmental factors better by specifically exploring dietary changes because of acculturation. Similar to a previous study, participants indicated that their diets had changed in several ways since migrating to the United States. These changes included eating fewer traditional foods; incorporating new foods into their diets, mostly because they have access to food they could not have before; eating fewer meals during the day; changing cooking methods; and cooking less frequently (in the case of women). 39 Long working schedules among Hispanic adults affect the time for meal preparation and consumption, and consequently convenience foods often gain importance. This issue requires special attention, since familyrestaurant choices among Mexican American families have been associated with childand adult-overweight status. 51 More family support for healthy eating is associated with higher fiber intake and fewer snack foods. 27 Since nutrition education is more likely to be effective if personal needs are considered, South Carolina participants were asked about their needs related to nutrition knowledge. They stated a need for information on basic nutrition topics, such as food portions, food labels, how to provide healthy food on a low budget, quick preparation recipes, cooking classes, food and illness prevention, healthy foods and meals for children, benefits of certain foods, and weight control. These needs, and preferred delivery methods, did not differ from the findings of earlier research. 30, 31, 50, 52, 53 Because of the cultural value of participants' traditional foods, programs should emphasize the positive aspects of the Hispanic diet and be culturally compatible. Traditional foods, high in fat, should not be removed from the diet; instead, the emphasis should be on eating them less frequently, in smaller amounts, or in modified, healthier recipes. Moreover, effectively engaging this audience-particularly first and second generations-requires programs to be culturally compatible, meaning that they must consider the cultural traditions, beliefs, and values of the people. 54 Meanwhile, according to female participants, programs may be more successful if a family approach is used because the gender roles in Hispanic families are well defined. They are considered hierarchical, with special authority given to the elderly, parents, males, older siblings, and authority figures (eg, teachers). 54 Moreover, female participants clearly indicated that they cook whatever their husbands want; therefore, if men do not support dietary changes, this becomes a barrier to healthy eating, it may be more difficult for any member in the family to maintain such changes. Motivators toward healthy eating included illnesses, doctor's advice, results (feeling better or losing weight), education and knowledge, interest in eating more healthy diet, risk awareness, and family support. Previous research documented similar findings. 39, 41, 43, 55 A program with a strong risk communication component might help motivate people to make changes; for instance, how an illness would affect the person and his or her family. These issues should be addressed during nutrition education programs that are implemented with this audience. Programs promoting small dietary changes and based on the provision of skills might be a good start. The foods included in the programs could be traditional foods with a small alteration of the recipe to make them healthier, for example, incorporation of a couple of additional vegetables in the recipes and the use of less oil. Family support for these changes is crucial.
Support of family and friends is key to the design and implementation of a culturally compatible nutrition education program aimed at Hispanics. As stated earlier, nutrition educators should be aware of the importance of familism, which reflects the collectivistic nature of Hispanic culture. Hispanic families have a tendency to be large; often including parents, children, grandparents, aunts and uncles, and nieces and nephews. In addition, they may vary with the addition of a number of extended members or friends who, after years of relationships with the family, have become part of the family. Moreover, Hispanic families tend to live and stay close to relatives for material and social support. 56 Therefore, without the social support of this microenvironment, maintaining any new healthy habit may be less likely or not possible.
Since this project was based on interviews with 7 focus groups and included a convenience sample of 55 participants; findings may not be generalizable to the Hispanic population as a whole. However, participants in the sample were particularly diverse in terms of years of education, country of origin, and residence in the United States. All of these variables should be considered when planning culturally compatible educational interventions for Hispanics.
The findings of this project may enhance the understanding of the personal, behavioral, and environmental factors-predisposing, enabling, and reinforcing factors-that contribute or affect the establishment of healthy eating habits among Hispanics. A number of these findings have direct implications for how to market healthy eating and develop educational programs for Hispanics and how to facilitate interest and participation in nutrition education programs among this minority population.
